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ase negative staphylococci). Healthcare-associated urinary tract
nfection (HA-UTI) was deﬁned as a positive urine culture with a
oncentration of at least 105microorganisms per cm3 taken at least
8 hours after admission. Multistate modelling was employed to
stimate the excess LOS due to BSI and UTI.
Results: There were 544,599 adult and 91,686 paediatric and
eonatal admissions, and 1,102 HA-BSIs in adults and 475 in pae-
iatric and neonatal patients. There were 2,883 HA-UTIs in adults
nd 489 in paediatric and neonatal patients. 33.0% and 15.4% of
atients with HA-BSI and HA-UTI respectively died before hospi-
al discharge. Estimated excess LOS due to HA-BSI was 1.98 days
n adults and 4.44 in children. Corresponding numbers for HA-UTI
ere 1.77 days in adults and 1.26 in children.
Conclusion: Excess LOS due toHAIwas estimated to be about 2-
days for HA-BSI and 1-2 days for HA-UTI. Excess stay attributable
o HA-BSI would be expected to be longer than that due to
A-UTI because of the greater severity of infection. The small
ttributable excess length of stay in adult BSI patients may reﬂect
igh attributable mortality in this group.
ttp://dx.doi.org/10.1016/j.ijid.2012.05.490
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igh risk procedures and respiratory infections in hospital
ealth care workers – quantifying the risk
. MacIntyre1,∗, D. Dwyer2, H. Seale1, W. Quanyi3, Z. Yi3, P.
ang3, S. Weixan3
University of New South Wales, Sydney, Australia
Westmead Hospital, Sydney, Australia
Beijing Centers for Disease Control and Prevention, Beijing, China
Background: There is a perception that aerosol generating pro-
edures pose a risk of respiratory infection for health care workers,
ut this riskhasneverbeenquantiﬁed in termsof clinical outcomes.
e aimed to determine the risk of respiratory infection associated
ith high risk procedures (HRP) in health care workers in settings
ith high occupational risk.
Methods:Weprospectively studied481hospitalhealthworkers
nemergencyand respiratorywards in15hospitals inBeijing, China
ver a 5 week period during the winter months of 208/2008. High
isk procedures are deﬁned as those which generate respiratory
erosols. Participants documented the types of clinical patient con-
act they had, including aerosol generating procedures, and were
onitored daily for development of symptoms of respiratory ill-
ess. If any symptoms developed, they were tested by nose and
hroat swabs for respiratory viral or bacterial infections.
Results: 11.6% (56/481) of HCWs conducted at least one HRP
uring the study period, the most common being airway suction-
ng (7.7%). HCW on the respiratory ward (33%) were more likely
o conduct HRPs than those in the emergency department (16.7%).
he majority did more than 1 HRP, with 22/56 doing a single HRP
uring the studyperiod. In stepwisemultivariate logistic regression
nalysis, only high risk procedures determined the risk of infection
utcomes. The OR for a lab conﬁrmed pathogen (virus or bacteria)
as 3.3 (1.47-7.5) in HCW who conducted a HRP. For the outcome
f any respiratory viral pathogen, the OR was 3.8 (1.1-13.4). Hand-fectious Diseases 16S (2012) e317–e473 e379
washing, inﬂuenza vaccination and use of surgical or cloth face
masks did not affect the risk of infection.
Conclusion: Conducting high risk procedures result in three-
fold increase in risk of respiratory infections in HCWs. This is the
ﬁrst time the risk has been quantiﬁed in health workers, and this
ﬁnding has important occupational health and safety implications
for HCWs in settings such as emergency and respiratory wards.
Handwashing, inﬂuenza vaccination, surgical and cloth masks did
not protect HCWs at high occupational risk. HCWs conducting high
risk procedures should receive enhanced respiratory protection,
and high risk wards should have guidelines in place to minimise
the risk to HCWs.
http://dx.doi.org/10.1016/j.ijid.2012.05.491
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Evaluating the Impact of a Unit-Driven Awareness Campaign on
Hand Hygiene Compliance
S.F. Mahmood ∗, S. Musani, H. Amin, R. Khowaja, S. Jindani, R.
Roshan
Aga Khan University Hospital, Karachi, Pakistan
Background: While hand hygiene has been shown to reduce
nosocomial infections, improvingHandHygieneCompliance (HHC)
is a major challenge. A number of strategies have been used to
achieve this, of which passively administrated education appears
to be of least beneﬁt. In order to actively engage health-care work-
ers, we evaluated the effect of a hospital-wide, unit driven, hand
hygiene campaign on HHC.
Methods: The campaign ran simultaneously in 33 areas of
a 577 bed teaching hospital. Each area was asked to design
and implement individualized hand hygiene awareness strate-
gies. Strategies employed included lectures, certiﬁcation courses,
reminders (including badges and posters) and participation in a
poster competition. TheaverageHHCrate for 2monthsbefore and2
months after the campaign were compared. Multi-Drug Resistance
Organism(MDRO) transmission rates (for inpatientunits)werealso
calculated for the sameperiods, usingMDROInfection/Colonization
IncidenceRates.Noother interventionswere carriedoutduring this
period.
Results: The overall HHC of the hospital before the campaign
was 45%, which increased to a 52% after the campaign. Most loca-
tions (60.7%) showed an improvement in their HHC, ranging from
an improvement of 0.05% to 38.5% (mean 16%). While improve-
ment in the HHC was not associated with any particular strategy,
improvement was more likely to occur with greater numbers of
interventions. Of locations where no planned activities took place,
none noted an increase in HHC. On the other hand, 54.5% and 78.6%
of locations which conducted up to 3 or between 3 to 6 activities
had improved HHC respectively. (p-value: 0.04).
Only 31.3% of units demonstrated a reduction in the MDRO
transmission rates. Improved HHC was also not associated with
reduction in transmission rates (p-value: 0.64). Average hospital
MDRO Infection/Colonization Incidence Rates rose from 0.51% of
admissions before the campaign to 1.5% of admissions after the
campaign.
